
tion and discussion; just now much is being published
on the subject in the German journals. Other investi-
gators have taken up the work, and in suitable cases
are confirming it; that is, in acute untreated trachoma
they are finding these bodies almost constantly. In the
later stages of the disease the bodies are not found in
the epithelial cells. Two of the most recent articles on
this subject are by Stargardt4 and Herford,5 respec¬
tively.

Supporting the idea that the bodies found in acute
trachoma are the causal factor of this disease is the fact
that persistent search by many investigators has failed
to reveal similar bodies in normal conjunctiva? or in
pathologic conjunctiva? other than those affected with
trachoma. Stargardt, in the article mentioned above,
reports the search, with negative results, for the bodies in
many epithelial cells taken from the conjunctiva? suffer¬
ing with various affections other than acute trachoma.

Another important fact supporting the idea that
these bodies are the causal factor of trachoma is the

Trachoma bodies : 1. Beginning of growth of bodies in the cell ;2 and 3, development in later stages.

finding of them in conjunctival cells taken from apes
which have been experimentally infected with the dis¬
ease. This experiment, which has been made several
times by various investigators, of course, has been prop¬
erly controlled.

Lately I have had in my charge a case of distinct
clinical acute trachoma in which I found these bodies
(see illustration). The smears from which the draw¬
ing was made '.vere prepared by scraping the everted con¬

junctiva with the edge of a cover-glass; the scrapings
were spread over the glass and allowed to dry in the
air; then the material was fixed for twenty minutes in
methyl alcohol ; then stained for twenty-four hours
with Giemsa's stain. Cell 1 shows the beginning of the

4. Stargardt: Ueber Epithelzellver\l=a"\nderungen beim Trachom
und andern Conjunctivalerkrankungen, Arch. f. Ophth., lxix,3, 525.

5. Herford: Beitr\l=a"\ge zur Trachomforschung, Klin. Monatsbl.
f. Augenh., March, 1909, xlvii, 225.

growth of the bodies in the cell as described by Prowa-
zek; Cells 2 and 3 show the development in later stages.
The separate bodies—trachoma bodies, according to
Prowazek—are smaller than small cocci. They are sup¬
posed not to be bacteria. Cultural efforts have been
without result.

Some investigators maintain that in these bodies we

have, without question, the cause of trachoma (Greeff) ;
others are not so sure. Certain it is the matter as it
now stands is one of much interest.

70 Madison Street.

A MODIFIED "CORNELL" X-RAY TUBE
R. L. BUTTON, M.D.

KANSAS CITY, MO.

About one year ago Geyser,1 of New York, described
an a;-ray tube of new and novel design. This appliance,
which he called the "Cornell" tube, was made of heavy
lead glass, with the exception of a circular window of

A modified Cornell x-ray tube.

flint glass for the passage of the rays. When the tube
was in use, this window was applied to the skin, the
glass being tightly pressed against the area to be treated.

The principal claim advanced for the new apparatus
was that when properly employed long exposures could
be given without danger of burning the patient. In over

5,000 cases Geyser had never seen any untoward results.
Lesser factors in favor of its more general adoption
were the increased effect secured from exposures at the
closest possible range, the protection of the operator
without the intervention of extra shields, and the mod¬
erate cost of the tubes.

The principal argument against its use was that many
experienced Eoentgenologists considered it as yet in the
experimental stage, and believed that eventually it would
fail to justify the claims of the inventor.

1. The Journal A. M. A., March 28, 1908, p. 1017.
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Soon after the publication of Geyser's paper I secured
one of the tubes from the makers of the original instru¬
ment. My experience with it was such that, shortly
afterward, I ordered two more and, later, four more. The
main fault I found with the tubes was their instability.
Occasionally one would have a working life of fifty or
sixty hours; the next would probably puncture the first
time it was connected up. In addition to this, the small
amount of space in the interior of the bulbs (which
average only about 4.5 cm. in diameter) rendered a

proper regulation of the vacuum extremely difficult.
Because of these objections I had the manufacturers
make for me a larger tube, the body being 12 cm. in
diameter and the anode and cathode being separated by
a space of 7.5 cm.

In order partially to protect the patient from the
high-frequency sparks that are given off at the circum¬
ference of the window, the barrel is surrounded by a
soft rubber band, 4.5 cm. in width, the outer edge of
which projects slightly beyond the edge of the tube and
comes in contact with the patient's skin. Enough stimu¬
lation is secured to ensure protection, and the patient
experiences but slight discomfort.

I agree with Snow,2 that the partial or complete im¬
munity from dermatitis gained by the use of these tubes
is due to a stimulation of the tissue activities which the
rays ordinarily inhibit. By interposing a broad sheet of
soft rubber (1 cm. in thickness) between the window
and the closely shaven skin of a guinea-pig I have been
able, on two separate occasions, to cause burns with
exposures of less than fifteen minutes each.

The larger tube has proved very durable. After more
than forty hours of use it is still in excellent condition.
Although tubes of the Cornell type can not be satis¬
factorily employed in all cases, because of either the size
of the lesion to be attacked, or the topography of the
parts involved, they can be utilized in a lanre percentageof skin diseases in which the .r-rays are indicated.

27G Ridge Building.

PENETRATING WOUND OP THE LUNG
W. LOWNDES PEPLE, M.D.

First Assistant to the Chair of Clinical Surgery, University College
of Medicine

RICHMOND, VA.

The following case is of interest, not only on account
of its very extensive character, but also as it illustrates
a type of wound that has become extremely rare since
men have discarded the spear in battle.

History of Accident.—The patient was a tall, well-muscled
negro, 20 years of age, engaged in saw-mill work. On June 22,
1908, about 10:30 a. m., while in a stooping posture in front
of his saw he was struck full in the throat by a rough, un¬

dressed, blunt-ended, pine strip, eight feet in length, and an

inch by an inch and a quarter in diameter. The strip was

caught in the teeth of the saw. which was making 0.000 revolu¬
tions per minute, and hurled like a javelin with terrifie force.
It made a ragged wound of entry in the median line of the
throat, a half inch below the cricoid cartilage, went downward
and to the right, beneath the skin and superficial fascia, behind
the sternum and clavicle, over or through the apex of the right
lung, crashed through the third and fourth ribs in the' mid-
axillary line, plowed beneath the muscles and fascia and pre¬
sented beneath the skin over the seventh rib in the posterior
axillary line, which it stretched to the utmost. It was sub¬
merged eighteen inches from its tip to the wound of entry.
After making an effort to pull out the stick, using both hands,

2. Jour. Advanc. Therap., January, 1909. p. 52.

the man fell and called for assistance from the other work¬
men, who also failed to dislodge the strip. The long end was
then sawed off, leaving ten or twelve inches for a grip, and a
physician summoned.

First Treatment.—Dr. J. T. Doles, of Ivor, Va., reached the
patient an hour later. The man was profoundly shocked, and
absence of the right radial pulse led to the conclusion that the
subclavian artery had been torn. Having stimulated the pa¬tient, cleaned the parts ana prepared two yards of iodoform
gauze for packing, Dr. Doles enlarged the skin wound, without
anesthetic, and withdrew the stick, the forefinger being thrustdeep into the wound to disengage the splinters which hung on
the fascia and muscles when traction was made. There was atremendous gush of blood, but with long dressing forceps the
gauze strips were packed as deeply and tightly as possible

From photograph of patient with penetrating wound of lung,taken before the tubes were removed. It shows : (I) the woundof entry healed; (II) a tube in the incision over the suprasternalnotch:' (III) the wound of exit in the posterior axillary line;(IV) the tube leading into the pleura at point of resection of theseventh rib and midaxillary line; (V) the tube in the upper arm
of the U-shaped incision last made exposing the area of greatesttrauma.

into the wound and soon the bleeding was under control. A
large hematoma quickly formed over the seventh rib at the
point of the stick. This was opened and a quantity of blood
evacuated and the wound then packed with iodoform gauze for
dependent drainage. Occlusive dressings were applied and mod¬
erate stimulation instituted.

The next day the patient had recovered enough to travel and
was brought to Richmond and put under my care at the Vir¬
ginia Hospital. On June 23,the second day after the injury, the
temperature was 102, the pulse 118; there was no cough or
bloody expectoration, and no pain; there was dulness over the
upper right lobe, well-marked emphysema under the skin in the
axillary region over an area larger than the hand. Respira¬
tion was about 22 ; dressings saturated with blood and serum,
throat and side both draining profusely. For a week the
patient's condition remained about the same, the temperature
never going over 102, the pulse 120, and respiration remaining
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